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Abstract 

Background: Due to a paucity of data regarding the availability and efficacy of equipment, health promotion 
methods and materials currently used by health professionals for the management of patients with non- 
communicable diseases (NCDs) at primary health care (PHC) facilities in Cape Town, an audit was undertaken. 

Methods: A multi-centre cross-sectional study was undertaken to interview patients (n = 580) with NCDs at 30 PHC 
facilities. A questionnaire was used to obtain information on preferences for health promotion methods for lifestyle 
modification. Individual semi-structured interviews were conducted with selected health professionals (n = 14) and 
captured using a digital recorder. Data were transferred to the Atlas ti software programme and analysed using a 
thematic content analysis approach. 

Results: Blood pressure measurement (97.6%) was the most common diagnostic test used, followed by weight 
measurement (88.3%), urine (85.7%) and blood glucose testing (80.9%). Individual lifestyle modification counselling 
was the preferred health education method of choice for the majority of patients. Of the 64% of patients that 
selected chronic clubs/support groups as a method of choice, only a third rated this as their first choice. Pamphlets, 
posters and workshops/group counselling sessions were the least preferred methods with only 9%, 13% and 1 1% of 
patients choosing these as their first choice, respectively. In an individual counselling setting 44.7% of patients 
reported that they would prefer to be counselled by a doctor, followed by a nurse (16.9%), health educator (8.8%) 
and nutrition advisor (4.8%). Health professionals identified numerous barriers to education and counselling. These 
can be summarised as a lack of resources, including time, space and equipment; staff-related barriers such as staff 
shortage and staff turnover; and patient-related barriers such as patient load and patient non-compliance. 

Conclusion: The majority of patients attending PHC facilities want to receive lifestyle modification education. There 
is not however, one specific method that can be regarded as the gold standard. Patients' preferences regarding 
health education methods differ, and they are more likely to be susceptible to methods that do not involve much 
reading. Health education materials such as posters, pamphlets and booklets should be used to supplement 
information received during counselling or support group sessions. 

Keywords: Patient preferences, Health education materials, Health education methods, Chronic diseases of lifestyle, 
Lifestyle modification 
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Background 

As in many other developing countries, the prevalence of 
chronic NCDs is increasing in South Africa [1]. Non- 
communicable diseases (NCDs) account for the largest 
proportion of adult mortality in the Western Cape Prov- 
ince of which Cape Town is the major urban centre [2]. 
Approximately 23 395 hypertensive and 13 338 diabetic 
patients attend primary health care (PHC) facilities in 
Cape Town every month [2]. These facilities should 
therefore be equipped to provide information, education 
and counselling on lifestyle modification to patients. 
PHC facilities should also have adequate access to equip- 
ment and health promotion materials needed for patients 
with NCDs or related risk factors. 

In 2003, Reagon et al. conducted a national survey of 
PHC facilities in South Africa [3]. This included the avail- 
ability of equipment and health promotion materials which 
they referred to as Information, Education and Communi- 
cation (IEC) materials. PHC facilities in the Western Cape 
appeared to be in an advantageous position since at least 
one of each of the equipment that deals with diagnoses of 
NCDs (adult scale; stethoscope; baumanometer; gluc- 
ometer) was reported to be available at 100% of facilities, 
while this was not the case in the rest of the country. How- 
ever this study [3] did not assess the availability of IEC 
materials on NCDs and related risk factors; or barriers to 
undertaking such health promotion. 

Numerous studies have reported that health profes- 
sionals cite patient non-compliance to lifestyle modifica- 
tion as a barrier that prevents them from providing 
health promotion on lifestyle modification [2-9]. Para- 
doxically, the literature provides indisputable evidence 
that patients view health professionals as reliable and 
valuable sources of information [10-15] and that patients 
are more likely to attempt to change their lifestyle in re- 
sponse to advice they receive from health professionals 
[16-23]. There are many factors that affect patients' per- 
spectives on health education. These include the scarcity 
of continuity of care [24,25], receiving conflicting health 
education messages [14,24], access to the facility in terms 
of transport [24], accessibility of information in terms of 
language [24,26] and communication with health profes- 
sionals as well as cultural beliefs [24,27-31]. 

In the Western Cape Province of South Africa a large 
percentage of the population are of mixed ancestry, 
being of Euro-Afr-Malay origin. The prevalence of 
NCDs, such as diabetes and heart disease are highly 
prevalent in this minority population [32], many of 
whom do not have medical health insurance and have to 
make use of state health facilities. Another minority 
group catered for mainly by state health services are the 
Xhosa-speaking African population. Many of these 
people have migrated to Cape Town from the Eastern 
Cape Province. Hypertension and stroke are major 



causes of mortality in this population [32] . There is how- 
ever a paucity of data on how minority patients who 
have a chronic NCD are treated at such facilities. Add- 
itionally it is not clear whether these patients receive life- 
style modification education. 

The aim of this study was therefore to conduct an 
audit of the availability and efficacy of equipment as well 
as health promotion methods and materials currently 
used by health professionals for the management of 
patients with NCDs at PHC facilities in Cape Town. 
Additionally, the study documented barriers preventing 
the optimal utilisation of health promotion by patients 
and health professionals. 

Methods 

Study design and sample population 

Quantitative and qualitative methods were employed in 
this 3-phased cross-sectional, descriptive, multi-centre 
study. The study was conducted in PHC facilities across 
11 districts within Cape Town. The study population 
included health professionals (doctors, nurses, health 
educators) and patients (mainly of African and mixed an- 
cestral descent), rendering/receiving treatment for one 
or more NCDs or risk factors at PHC facilities in Cape 
Town. 

Sampling 

Phase 1 was an audit of the equipment and health pro- 
motion materials and methods available at PHC facilities 
with specific reference to diagnosis of NCDs or risk fac- 
tors. Stratified random sampling, based on geographical 
location, namely 11 metropolitan health districts, was 
used to identify a representative sample of PHC facilities 
(N = 30). Key informants at each facility were purposively 
selected, to participate in the execution of the audit. Fa- 
cility managers were required to identify key informants 
having knowledge on the availability and efficacy of 
equipment and health education materials. 

Phase 2 was a survey of patients attending services for 
NCDs and/or related risk factors; also health services 
available and patient preferences for health promotion. 
Based on the 2003 monthly statistics provided by the 
Provincial Government of the Western Cape (PGWC), 
the 30 PHC facilities service an estimated 16 224 and 9 
817 hypertensive and diabetic patients respectively. A 
required sample size of 600 patients was calculated based 
on a 95% confidence interval and a confidence limit of 
0.04. This sample was equally distributed across the 30 
facilities, such that 20 (10 diabetic and 10 hypertensive) 
patients were required at each facility. Diabetics and 
hypertensive patients were selected since these two con- 
ditions are the most commonly found in NCD patients 
at Cape Town PHC facilities [32]. 



Parker ef al. BMC Public Health 2012, 12:503 
http://www.biomedcentral.com/1471-2458/12/503 



Page 3 of 10 



Phase 3 included a sub-sample of five PHC facilities 
which were purposively selected based on their location, 
size, ethnic profile of patients in attendance and the pre- 
dominant languages spoken at the facility. At each facil- 
ity where possible, qualitative interviews were conducted 
with one health professional from three disciplines, in- 
cluding doctors, nurses and health educators. Dietitians/ 
nutritionists were not included in the sample since they 
are not available at all facilities and secondly the study 
was to evaluate health professionals who mainly see 
NCD patients, namely, doctors, nurses and health 
educators. 

Data collection 

Phase 1: The presence and availability of equipment and 
health promotion materials were measured by direct ob- 
servation using a checklist, while the perceived effective- 
ness of the available health promotion methods and 
materials and the working condition of equipment were 
determined by interviews with key informants at each fa- 
cility. The checklist comprised a list of equipment and 
materials required to be available at each facility as pro- 
vided by the facility resource centres. 

Phase 2: Each patient included in the sample com- 
pleted a simple basic questionnaire on their lifestyle 
habits and NCD risk factors. Furthermore, a semi- 
structured questionnaire comprising open-ended ques- 
tions was developed in the local languages (Afrikaans 
and Xhosa) to identify the PHC services that NCD 
patients received at PHC facilities and their preferences 
regarding health promotion materials and methods. Four 
trained fieldworkers administered the questionnaires to 
NCD patients who were randomly selected by identifying 
a primary patient who served as the first interviewee and 
then selecting every 5th patient in the queue in the wait- 
ing room. Patients who declined were replaced by those 
who were willing to take part. 

Phase 3: An interview schedule was developed to ex- 
plore health professionals' feelings and the conditions 
within PHC facilities that facilitate or impede the 
provision of lifestyle modification education and counsel- 
ling to NCD patients. Individual semi-structured inter- 
views were conducted with selected health professionals 
and captured using a digital recorder. 

Data analysis 

Phases 1 and 2 completed questionnaires were coded 
and computerised. Data were cleaned and analysed using 
the SAS programme (version 8)(SAS Institute, Cary, NC, 
USA). Phase 3 interviews were transcribed verbatim. 
Data were transferred to the Alas ti software programme 
and analysed using a thematic content analysis approach. 
The transcripts were reviewed and the data was coded 
according to predetermined themes and categories. 



Ethics 

Ethical clearance was obtained from the Ethics Commit- 
tee at the University of Cape Town (REC REF: 170/ 
2004). Permission to conduct the study was obtained 
from the Community Health Services Organisation in 
the Western Cape and informed consent was provided 
by each participant. 

Results and discussion 

Profile of patients interviewed 

The projected sample size required was 600 patients 
while the realised sample was 580 patients; 29% 
(N = 171) were male and 71% (N = 409) were female, with 
a mean age of 55 ± 10 years (ranging from 21 to 84 years). 
Overall 55% and 81% reported receiving treatment for 
diabetes and hypertension respectively. Overall 49% of 
diabetic and 73% of hypertensive patients had received 
treatment for their chronic conditions at their current 
PHC facilities for more than a year. The majority (78%; 
N = 452) reported eating at least 3 meals per day, more 
than half (56%; N = 325) of whom include snacking as 
part of their daily meal pattern. A large proportion (57%) 
further indicated that they perceived that they eat more 
than they require. The majority of patients (65%) 
reported that overall they were moderately active; while 
29% reported that they were inactive. Additionally, 81% 
reported that they were inactive when they were not at 
work (weekends and evenings), while only 18% reported 
being moderately active. 

Twenty-three percent of patients indicated that they 
smoke cigarettes, 71% that they did not smoke and 6% 
indicated that they used to smoke but had quit smoking. 
Of the 23% (n = 133) that indicated they smoked, 69% 
reported smoking 1-9 cigarettes per day, while 25% 
reported smoking 10 - 19 per day and 5% reported smok- 
ing 20 or more per day. Fourteen percent of patients 
reported that they consumed alcohol, 78% reported that 
they do not consume alcohol while 8% reported that they 
had quit drinking alcohol. Of the 14% (n = 81) that 
reported drinking alcohol, 87.5% reported that they did 
not drink during the week, 7.5% reported having 2-3 
drinks (standard alcohol exchanges) [33] per week while 
5% reported having 1-2 drinks per day. Twelve percent 
of these patients reported that they did not consume alco- 
hol on weekends, while 21%, 35% and 32% reported that 
they have 1-2 drinks per day, 2-3 drinks per day and 3 or 
more drinks per day respectively. 

Availability and efficacy of equipment at PHC facilities 
required to deal with NCDs 

The majority of PHC facilities reported that they had ac- 
cess to at least one adult scale, glucometer, haemoglobin 
meter, baumanometer, visual acuity chart and ophthal- 
moscope in a good working condition, as reported earlier 
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in the national study by Reagon et al. [3] (Table 1). 
Equipment that was not available at all facilities included 
height measures, BMI charts, tape measures, large blood 
pressure cuffs, televisions and video machines. However, 
at facilities where equipment was available it was often 
reported to be in short supply. Furthermore, some facil- 
ities reported inadequate access to consumables such as 
glucose strips and batteries for glucometers. Most of the 
available equipment was reported to be in a good work- 
ing condition. However, a large proportion of facilities 
indicated that equipment such as scales, height measures 
and visual acuity charts were in need of maintenance, re- 
pair or replacement. 

The reality at PHC facilities is that there is a scarcity 
of equipment within facilities. This often results in over- 
use and abuse of available equipment which ultimately 
leads to the constant repair and maintenance of equip- 
ment. Ideally each health professional should be issued 
with their own equipment for which they are responsible. 
Furthermore a schedule for maintenance of equipment 
should be established and implemented. 

Screening services rendered at PHC facilities 

Blood pressure measurement (97.6%) was the most com- 
mon diagnostic test practiced, followed by weight meas- 
urement (88.3%), urine testing (85.7%) and blood glucose 
testing (80.9%). However, less than 50% of patients 
reported that their height had been measured. This im- 
plies that health professionals at these facilities did not 
calculate or interpret patients' body mass index (BMI) at 
the time of the study. About a quarter (26.4%) of patients 
reported having an ECG performed on them. Although 
55% of patients reported that they had diabetes, at the 
time the survey was conducted, retinal screening and 
diabetic foot screening at these facilities was reported by 



less than 20% of patients. Similar results were reported 
for cholesterol tests (17.9%), reflex tests (16.6%), chest x- 
rays (12.1%) and kidney function tests (11.4%). Only 
7.4% of patients reported that their waist circumference 
had been measured, while 15.9% of patients reported that 
they had been referred to a tertiary hospital. These 
results indicate that the patients' examinations were not 
always comprehensive. This may be due to the fact that 
PHC in SA is still based on the medical model which is 
more appropriate for treating patients with acute condi- 
tions while it does not cater adequately for patients with 
chronic conditions despite the fact that chronic patients 
comprise at least 50% of attendees at PHC facilities [3]. 
Health professionals are inclined to focus on the more 
urgent and immediate needs of acute care patients, even 
at the expense of doing less comprehensive screening 
tests on chronic patients. 

Health promotion methods and materials employed at PHC 
facilities 

The range of health promotion methods available at 
PHC facilities included educational posters, pamphlets 
(3-4 pages), books/booklets, use of clubs or support 
groups, individual counselling sessions, group counsel- 
ling sessions and employment of guest speakers. These 
are summarised in descending order of availability in 
Figure 1. The three most frequently used methods were 
educational posters (n = 30), pamphlets (n = 30) and indi- 
vidual counselling (n = 28), while the availability of sup- 
port groups were the least used method. 

Table 2 provides a summary of the awareness and 
availability of health promotion materials (charts, guide- 
lines, videotapes, pamphlets and posters) at PHC facil- 
ities. The most disturbing finding was that the 
Department of Health National Guidelines for 



Table 1 Summary of equipment available at health facilities (n = 30) 



Equipment 


Available at 
all facilities 


No. (%) 
of facilities 
with 0 items 


No. (%) 
of facilities 
with 1 item 


No. (%) of 
facilities with 
2 items 


No. (%) of 
facilities with 
3 items 


No. (%) of 
facilities 
with 4 items 


No. (%) of 
facilities with 
5 + items 


Max no. of 
items at facility 


Adult scale 


Yes 




1 1 (37) 


1 1 (37) 


4(13) 


2 (7) 


2(7) 


6 


Height measures 


No 


4(13) 


13 (43) 


9(30) 


3 (10) 


0(0) 


1 (3) 


8 


BMI charts 


No 


13(43) 


1 1 (37) 


2 (7) 


3 (10) 


0(0) 


1 (3) 


15 


Tape measures 


No 


16(53) 


8 (27) 


2 (7) 


3 (10) 


1 (3) 


0(0) 


4 


Hb meters 


Yes 




9 (30) 


14 (47) 


3 (10) 


3 (10) 


1 (3) 


6 


Glucometers 


Yes 




16(53) 


8(27) 


2(7) 


2(7) 


2(7) 


7 


Baumonometers 


Yes 




1 (3) 


0(0) 


3 (10) 


2(7) 


24 (80) 


17 


BP cuffs 


Yes 




1 (3) 


0(0) 


3 (10) 


2(7) 


24 (80) 


17 


Large BP cuffs 


No 


5(17) 


8 (27) 


8(27) 


6(17) 


3 (10) 


0(0) 


4 


Visual acuity charts 


Yes 




9 (30) 


1 1 (37) 


3 (10) 


5 (17) 


2(7) 


6 


Opthalmoscopes 


Yes 




0 (0) 


2(7) 


7(23) 


3 (10) 


18 (60) 


15 


Television 


No 


3 (10) 


21 (70) 


3 (10) 


2(7) 


0(0) 


1 (3) 


5 


Video machines 


No 


4(13) 


21 (70) 


4(13) 


1 (3) 


0(0) 


0(0) 


3 
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39 



□ 19 



□ 19 



Pamphlets 
Posters 
Individual counseling 
Workshops 
Guest speakers 
Hypertensive clubs 
Diabetic clubs 
Books 
Video tapes 
Support groups 

1 

0 5 10 15 20 

Number of facilities 

Figure 1 Health promotion methods available at PHC facilities (n = 30). 




□ 19 



3 17 



□ 15 
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Prevention and Management of NCDs were either not 
available or else only available at one out of the 30 facil- 
ities. These guidelines had been developed by experts in 
order to assist health care staff in dealing with NCD 
management in a standardised manner. Pamphlets and 
posters for patients also were not optimally utilized, with 
a large number of facilities not knowing about their ex- 
istence or having them available at the facility. Although 
the majority of facilities have televisions and video 
machines, a mere 5 facilities reported using videotapes 
as a method of health promotion. This could explain that 
awareness of NCD videos available at the PGWC re- 
source centres was minimal at all facilities. 

Patient preferences for health promotion materials and 
methods 

Ninety percent of patients (N = 522) reported that they 
wanted information, while the remaining 10% did not. 
The reasons provided by the latter (N = 58) included not 
being interested in receiving information (21%), being 
informed already (31%), being able to manage their con- 
dition well (12%) and a lack of time to obtain informa- 
tion (10%). Some patients also reported that they felt 
that it was too much for them to comprehend stating 
that "there's so much information about everything some- 
times it's too much for people to take in." 

Patients were presented with a list of seven possible 
health promotion methods and materials, from which 
they were requested to select their four favourite meth- 
ods and to rate them in order of preference. All methods 
were selected, albeit to varying degrees (Table 3). Indi- 
vidual counselling emerged as the preferred method of 
71% of patients, of which 56% rated it as their first 
choice. Watching a video was chosen by 69% of patients, 
however, only 22% rated it as their first choice. Of the 
64% of patients that selected chronic clubs/support 
groups, only a third rated this as their first choice, with a 
large proportion (40%) rating it as their second choice. 



Even though 58% of patients chose booklets as their pre- 
ferred method of choice, almost half (42%) these patients 
rated this as their fourth (last) choice. Pamphlets, posters 
and workshops/group counselling sessions were the least 
preferred methods with only 9%, 13% and 11% of 
patients choosing these as their first choice respectively. 

Some of the reasons provided for selecting individual 
counselling included "being able to ask questions freely, 
without feeling intimidated" and "receiving information 
that is specific to my individual consultation and exam- 
ination". Those who selected chronic clubs, support 
groups or group counselling sessions stated that "being 
with people like me would motivate me because I'm not 
alone in my condition", furthermore it provided them 
with the opportunity to "communicate with patients who 
are in need of support and encouragement" because 
"everybody who goes there has the same problems and 
you can share your experiences". 

Reasons for selecting videotapes included the fact that 
they are visually demonstrative such that "because you 
can see it, you can understand it better". Furthermore it 
would be convenient to watch a video at the facility since 
"people sit here the whole day, they wait very long and a 
video could relieve their boredom and make them less 
frustrated". Patients further stated that it would be an 
"ideal way of educating large numbers of people at the 
same time" and in doing so it could "reduce the amount 
of time doctors and nurses need to spend on health 
education". 

The most common reason provided for selecting book- 
lets or pamphlets was the opportunity to "take informa- 
tion away from the facility and read it in my own time". 
It also allowed them to "share the information with 
people outside the facility". Patients who were illiterate 
stated that "my children can read it to me so that I can 
understand it better". The few who selected posters, did 
so because it is easily accessible "you see them all over in 
the hospital" and it's effective because "they are short 
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Table 2 Awareness and availability of health promotion 
materials on NCD prevention at 30 primary health care 
facilities in Cape Town 

No. of facilities No. of facilities 
aware of item* which have the 
item 

i) Wall charts with standard guidelines for diagnosis & treatment 



- Hypertension 24 26 
-Diabetes 13 13 

ii) Booklets 

-Diabetes 26 16 

- High blood pressure 13 6 

iii) Department of Health National guidelines on: 

- Control & management of type 18 1 
2 diabetes 

- Stroke & transient ischemic 4 1 
attack management 

- Primary prevention of chronic 2 0 
diseases of lifestyle 

- Osteoporosis 1 0 

- Prevention & management 0 0 
of overweight & obesity 

- Guidelines for healthy eating 7 1 

iv) Pamphlets on: 

- Diabetes (9 different 0-19 0-17 
ones available) 

- Hypertension (4 different 13- 20 8-16 
ones available) 

- Alcohol (1 available) 12 9 

- Nutrition (3 different 11-14 8-11 
ones available) 

- Heart disease/cholesterol 10-14 8-9 
(4 different ones available) 

- Smoking (2 different ones available) 7- 14 6-10 
-Physical activity (1 available) 10 5 

- Obesity (2 different ones available) 11-17 8-16 

v) Posters 

- Diabetes (9 different ones available) 12-26 7-20 

- Hypertension (4 different 6-17 2-1 1 
ones available) 

- Alcohol (3 different ones available) 1 1 3-5 

- Nutrition (3 different ones available) 11-14 8-11 

- Smoking (2 different ones available) 1 1 

vi) Videotapes 

- Chronic diseases 1-6 5** 

- Obesity & physical activity 0-5 5 

- Heart disease and stroke 0-4 5 
-Nutrition 2-13 5 
-Smoking 1-2 5 



*The range differed between minimum and maximum number of different 
items. 

**Only 5 facilities showed videos. 



and to the point, people will remember a short message 
rather than a long story". In addition they are illustrative 
thus "you can understand what is going on just by looking 
at the pictures, you don't even have to read the words". 

Preferred provider of health promotion 

Approximately 30% of patients had no preference 
regarding which health professional provided education 
in three settings, namely, individual counselling, chronic 
clubs/support groups and workshops or group counsel- 
ling sessions (Table 4). However, in an individual coun- 
selling setting 44.7% of patients reported that they would 
prefer to be counselled by a doctor, followed by a nurse 
(16.9%), the health educator (8.8%) and least a nutrition 
advisor (lay nutrition educator)(4.8%). In a club or sup- 
port group setting, doctors (24.3%) and nurses (26.7%) 
were the preferred choices while health educators 
(11.2%) and nutrition advisors (6.9%) were the least likely 
choices. Patient choices at workshops/group sessions 
closely resembled those in a club or support group set- 
ting with 24.5%, 21.2%, 14.7% and 5.7% choosing doctors, 
nurses, health educators and nutrition advisors 
respectively. 

One of the leading factors that compromise service de- 
livery is the inadequacy of the staff component within 
PHC facilities. The present study echoes this need as the 
shortage of staff was identified as a barrier that compro- 
mised service delivery. The staff shortages can be largely 
attributed to the "brain drain" of health professionals from 
the public to the private sector and abroad [34] . Currently, 
the nursing staff at PHC facilities in SA work on a rotation 
basis, whereby they work in different departments and 
with different diseases. Although this system can be suc- 
cessfully applied within an acute care system a chronic 
care system requires a more specialised training in chronic 
care management and dedicated chronic care teams are 
required. 

Health professional perspectives 

The majority of health professionals reported that they 
perceived lifestyle modification to have a positive role in 
the management of NCD patients; "cannot treat a pa- 
tient with drugs alone. . lifestyle modification is ex- 
tremely important. . . more than 50% of what you 
supposed to do. . . most of the patients do well with life- 
style modification without medication" Doctor - Gugu- 
lethu and ". . .1 will still say it's the cornerstone of trying 
to manage any chronic disease. . . whether it's diet, exer- 
cise, not smoking not drinking. . . that is vital" Doctor - 
Mitchells Plain. 

In addition, health professionals across all cadres 
indicated that they were responsible for patient educa- 
tion and empowerment. They were more likely to 
provide individual counselling to newly diagnosed 
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Table 3 Patients' ratings of preferred health promotion methods and materials (%) 


Health education 
met hod/mate rials 


Overall choice 
Percentage (N) 


1st 

choice % 


2nd 

choice % 


3rd 

choice °/o 


4th 

choice % 


Individual 
counselling 


71 (414) 


56 


1 7 


15 


1 2 


vvdicni rig 
a video 


oy i,jyo^ 


11 


ZO 


Z3 




Club or 
support group 


64 (371) 


31 


40 


18 


n 


Booklets 


58 (336) 


19 


16 


23 


42 


Pamphlets 


52 (303) 


9 


19 


41 


32 


Posters 


43 (250) 


13 


34 


25 


28 


Workshop/group 
counselling 


39 (227) 


11 


26 


40 


24 



patients and those whose conditions were poorly con- 
trolled. The content of these sessions mainly centred 
on information regarding disease conditions, medica- 
tion as well as lifestyle modification associated with 
the disease. For those patients who were well con- 
trolled, they were more likely to "build support groups 
to make people understand their disease and take con- 
trol of it" Doctor - Gugulethu - such that they do not 
rely solely on health professionals but play an active 
part in managing their chronic conditions. 

The findings of the present study indicates that it is 
easy for individual staff members to lose sight of the 
importance of their role in the management of 
chronic patients, however, when they attend work- 
shops or group meetings they are reminded of the im- 
portance of their individual roles and as such become 
motivated to provide improved services to patients. 
Reinforcing the roles of individual health professionals 
in the management of chronic patients thus signifi- 
cantly impact on the quality of care that health pro- 
fessionals provide. A study in Australia with 
aborigines [35] echoed this need as they reported that 
regular meetings amongst chronic care teams were 
required to revise and reinforce the roles of all the 
team members. 



Table 4 Patients' preferences regarding which health 
professional should provide information 



Preferred health Percentage of patients (N = 580) 



professional 


Individual 
counselling 


Chronic Club 
or Support group 


Workshops 


Doctor 


44.7 


24.3 


24.5 


Nurse 


16.9 


26.7 


21.2 


Health educator 


8.8 


11.2 


14.7 


Nutrition advisor 


4.8 


6.9 


5.7 


Anyone of the above 


24.8 


30.9 


34.0 



Access to, and effectiveness, of health promotion materials 
and methods 

In order for health professionals to provide effective edu- 
cation and counselling services to NCD patients they re- 
quire adequate access to effective health promotion 
materials and methods. 

The majority of health professionals experienced dif- 
ficulty in accessing health promotion materials. The 
main difficulties were a scarcity of materials at the 
provincial resource centre; limited availability of mate- 
rials in local languages; and a lack of transport to col- 
lect materials. The scarcity of materials compelled 
health professionals to do selective distribution of 
materials to patients and health professionals often 
resorted to photocopying old materials, resulting in il- 
legible materials. Health professionals thus tended to 
scout for materials from alternate sources such as pri- 
vate health facilities, pharmaceutical companies, and 
non-government organisations. 

One of the issues which arose in the current study was 
that of access to and efficiency of health promotion 
materials and methods. The one outstanding finding 
regarding health promotion materials was that there is 
an abundance of materials that have been designed by 
numerous sources, but that the awareness and presence 
of these materials was not optimal. This includes the Na- 
tional Guidelines for the management of chronic dis- 
eases. Conversely, the presence of materials developed by 
pharmaceutical companies is far more common since 
they are delivered directly to the facilities by the com- 
panies' representatives. Since the Department of Health 
has invested time and money in developing education 
materials and management guidelines they should invest 
further by improving the distribution of these materials 
to facilities by ensuring efficient delivery of materials. 

With regard to the perceived effectiveness of health edu- 
cation materials, health professionals tended to agree that 
posters and pamphlets are practical and easily accessible 



Parker ef al. BMC Public Health 2012, 12:503 
http://www.biomedcentral.com/1471-2458/12/503 



Page 8 of 10 



due to their high visibility within the facility. They further 
stated that they are easy to read and understand since they 
are usually illustrated, making it easier for patients to re- 
member the information. The greatest shortcoming 
regarding these methods was the fact that a large propor- 
tion of patients attending these facilities are illiterate and 
may have poor eyesight, thus rendering these methods 
completely ineffective. Furthermore, posters and pamph- 
lets are often stolen or damaged. 

When reviewing the effectiveness of health education 
methods, individual counselling was the method that 
received the most positive reviews, with health profes- 
sionals stating that this method may be the largest con- 
tributory factor to patient compliance. Group counselling 
sessions were perceived to be effective; however, they do 
not afford patients the opportunity to ask personal ques- 
tions since they are structured so that staff are usually out- 
numbered by patients in these sessions and as a result 
they may not always be able to retain the attention of all 
the patients attending these sessions. Thus if "the ratio of 
the staff to the patient if it is reduced the patient will tend 
to listen and look at the nurses better, they will be more ser- 
ious than if they are talking to somebody in a group where 
some people will be making noise and not listen .." Doctor - 
Gugulethu 

Health professionals reported that support groups pro- 
vide an ideal environment for interaction between fellow 
NCD patients and allows them to encourage and support 
each other. This empowers patients to take responsibility 
for their own health and educate other people within 
their communities about their conditions. 

Factors that motivate health professionals to provide 
education 

Various factors motivate health professionals to provide 
education to NCD patients. Some of these include profes- 
sional responsibility, "doctors are clinicians they diagnose 
disease, tell the person then manage it so its part of the 
management of the patient" Doctor - Gugulethu; caring 
for patients, "you care about people. . . you want them to 
make changes to their lifestyle" Doctor - Lady Michaelis 
and having firsthand experience of living with NCD, 
"mostly what motivates me is also that I'm also diabetic, 
hypertensive and asthmatic. . .1 know about the diseases be- 
cause I'm also affected by them" Nurse - Gugulethu 

Patient adherence and positive results further motivate 
them, "when we get result and gratitude from patients in 
the chronic clubs. . . you excited to see that the effort you 
put in is helping the patient" Nurse - Ruyterwacht. Con- 
versely the mortality and morbidity associated with NCDs 
also motivates them to provide education and counselling 
to patients as a means of reducing the associated burden 
placed on the health services, "I've been to many hospitals, 
I've seen amputations and people going blind. . . our 



hospitals are not equipped for stroke patients. . . we should 
educate patients, because prevention is better than cure" 
Nurse- Mitchells Plain. In the same way, providing educa- 
tion and counselling to patients would enable them to 
manage their conditions better and thus experience fewer 
complications, thereby reducing the doctors' workload. 

Barriers preventing effective education and counselling 

Health professionals identified numerous barriers to edu- 
cation and counselling. These can be summarised as a 
lack of resources, including time, space and equipment; 
staff-related barriers such as staff shortage and staff turn- 
over and patient-related barriers (patient load and pa- 
tient non-compliance) among others. Table 5 compares 
the identified barriers across the three health disciplines 
and clearly illustrates that doctors reported experiencing 
far more barriers, especially those related to staff, ser- 
vices and language, than both the nurses and health 
educators. 

Lack of time appeared to be the most common barrier 
cited, however, there are numerous underlying factors that 
contribute to this. The staff : patient ratio is at the fore- 
front of the factors. Doctors reported that "very often 
nurses are short staffed. . . they have to do other things, they 
don't have time to do health education. . ." Doctor - Lady 
Michaelis, while nurses reported that "there's a lot of 
patients up to 400 - 500 a day. . . you don't have time to 
counsel them" Nurse - Rusthof, and health educators stated 
that "I would like to reach everybody but it's impossible be- 
cause I'm a one person department" Nurse- Lady Michae- 
lis, as a result doctors reported that "you end up spending 
only 5 minutes or even less with each patient which is not 
enough to educate them on what he needs to do" Doctor - 
Gugulethu 

Language barriers also contributed to the lack of time. 
If available, interpreters are utilized to bridge the lan- 
guage barriers between staff and patients. However, one 
of the doctors stated that this often wastes time because 
the interpreter may not always convey the exact message 
that the doctor or the patient is trying to convey. 

One of the doctors mentioned that some staff requires 
further training in order to provide efficient education 
and counselling to NCD patients, while others state that 
". . .as a caregiver you get tired of saying the same thing 
over and over and over again so maybe the first ten 
patients would get a lot of education and the ones that 
you see in the afternoon when you're tired not as much" 
Doctor - Rusthof 

With respect to patients, non- adherence to lifestyle 
modification principles presents a large barrier to educa- 
tion and counselling. They state that it is very frustrating 
to spend time counselling patients in vain. One of the 
health professionals mentioned that although the 
patients listen to the advice provided while they are at 
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Table 5 Barriers to health promotion by different 
professions (n = 1 4) 

Category Doctors Nurses Health 

educators 



Resources Time 

Space 

Equipment 

Services 
Staff Staff shortage 

Other responsibilities 

Attitude 

Lack of knowledge 

Fatigue (repetition) 

Lack of referral to 
health professionals 

Rotations 

Turnover 

Patients Load 

Non-compliance 

Attitude 

Other health problems 
Other barriers Language 
Crime 

implementation of 
chronic clubs 



A A 



2 
0 
3 
2 
0 
0 
0 
0 

0 
0 
A 
3 
0 
0 
0 
1 

0 
27 



the facility, when they go home they return to their rou- 
tine lifestyles. She added that a contributory factor to pa- 
tient non-adherence is the fact that "here things are 
cheap that's why some cannot control their diseases. . . 
everything they not supposed to eat is cheaper here" 
Nurse - Gugulethu. 

Suggestions to facilitate health education and counselling 

Firstly, health professionals suggested increasing the 
overall size of the facility in order to provide more space, 
"if you really want health promotion to work 120% give 
us space. . . when you do talks you must stand in the 
passage. . . if you've got a separate room, you will get bet- 
ter response from the patient" Nurse- Mitchells Plain 

Suggestions related to staff included increasing the staff 
complement; "more time with individual patients. . . that 
means we need more staff so that we don't have to say we 
can only spend so much time with you before we need to 
call the next person" Nurse- Lady Michaelis, reducing staff 
rotations, "a person in chronic care should be allowed to 
stay there for at least one year because rotating staff in the 
club makes things chaotic. . . people keep changing ideas 
and things never get done because it will never be the first 
priority" Doctor - Gugulethu and providing dedicated NCD 



staff, "people want to see one doctor, they want to see the 
same nurses. . .so if there can be dedicated nurses for the 
chronic club" Nurse - Mitchells Plain 

Furthermore, health professionals requested access to 
continuous education in the form of workshops, "you 
tend to forget sometimes so to go to workshops where they 
work from the basics of chronic care and then discuss 
new developments" Doctor - Lady Michaelis. Workshops 
could also boost staff morale and highlight each health 
professional's role in the management of a NCD patient, 
"previously the nursing staff they didn't see their role in 
the management of the patient. But once they went to the 
workshop they got the overall picture and then they be- 
came more motivated" Doctor - Mitchells Plain 

Suggestions regarding health education material mainly 
focussed on improved access to materials, especially cul- 
turally and language appropriate materials. With respect 
to health education methods, health professionals 
requested improved access to audiovisual equipment and 
audiovisual aids. 



Conclusion 

In conclusion, the majority of patients attending PHC 
facilities want to receive lifestyle modification educa- 
tion. There is not however, one specific method that 
can act as a gold standard for providing education to 
NCD patients. Patients' preferences regarding health 
education methods differ, and they are more likely to 
be susceptible to methods that do not involve reading. 
Health education materials such as posters, pamphlets 
and booklets should be used to supplement informa- 
tion received during a counselling or support group 
sessions. Taking cognisance of patients' preferences 
for health promotion materials and methods by im- 
proving access to health videos and support groups/ 
chronic clubs will result in increased patient compli- 
ance to health promotion messages and thus improve 
education and counselling services provided at PHC 
facilities. 
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